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All endotracheal tubes that appear endotracheal are not so! Sir,
We received a 30-year-old man into our intensive care unit who had met with a road traffic accident and suffered head injury. He was referred from another hospital after a resident there intubated him and transported on oxygen supplementation. On examination, the patient was in altered sensorium and agitated (Glasgow Coma Scale E 4 V T M 5 ). The endotracheal tube (ETT) was fixed at 24 cm mark at the angle of the mouth. He was breathing spontaneously. There was equal movement and air entry on both sides of the chest with respiration. Oxygen saturation of haemoglobin could not be recorded before the administration of sedation as he was agitated. However, gurgling sounds were heard at the mouth. The ETT was connected to a T-piece to administer oxygen and intravenous sedation was administered. Soon, there was oxygen desaturation even though breathing seemed adequate. An Ambu bag was used to ventilate the patient. It was evident immediately that the ETT was not endotracheal as detected by observation and auscultation. A direct laryngoscopic examination confirmed the ETT in the oesophagus which was promptly removed and airway secured with another ETT.
Retrospectively, the chest radiograph taken in the emergency department [ Figure 1 ] was examined. Initially, it appeared that the tip of the ETT was in the right main bronchus. A closer examination however revealed that the ETT was only partially overlapping the tracheal shadow and the ETT was actually lying parallel to the trachea and not inside it. Since trachea is a tubular structure, the margins of an ETT should always be within that of the trachea on a chest radiograph. An unsuspecting radiologist had reported the ETT to be right endobronchial! The lesson learnt here is that a chest radiograph can at times be confusing and the clinical methods to confirm the proper position of an ETT should never be neglected. A potential catastrophe was averted by the bedside standard five-point auscultation and clinical judgement. The importance of clinical examination need not be overemphasised. If available, end-tidal CO 2 monitoring will be most useful to quickly confirm the endotracheal placement of the tube in doubtful cases. End-tidal CO 2 monitoring was not available in our intensive care unit. Prevalence and indications of general anesthesia for adult cataracts in a tertiary care centre in India
Sir, Current anesthesia options for cataract surgery include regional anesthesia (retrobulbar, peribulbar or sub-tenon), topical anesthesia and general anesthesia. Though there are differences in the preferences, and practices of ophthalmic anesthesia, [1] regional or topical anesthesia are preferred modalities in adults. This study was conducted to evaluate the prevalence and indications of providing general anaesthesia for cataract surgery in adults at a tertiary care centre in northern India.
A retrospective review of records of surgeries performed on patients presenting to the lens clinic at our tertiary care centre was done over a 10 year period from June 2003 to May 2012. Charts were reviewed for number of adults undergoing cataract surgery, type of anaesthesia administered, indications for surgery, age and gender. Patients requiring cardiopulmonary monitoring due to associated co-morbidities who were operated under local anaesthesia were considered into local anaesthesia group.
The total number of patients undergoing cataract surgery over the study period was 25,246 of which 2883 (11.42%) required general anaesthesia; 13 of these were adults (0.0514% of total; 0.45% of total general anaesthesia patients). Mean age of the patients was 23.07 years (range 17 to 35). Among these, 8 (61.53%) were males and 5 (38.46%) were females. The most common indication for using general anaesthesia was mental retardation in 61.55% (8/13), secondary to Down's syndrome (3), cerebral palsy (2), congenital rubella syndrome (1), tuberous sclerosis (1) and perinatal hypoxia (1) . Other indications comprised of one case each of schizophrenia, seizure disorder, head nodding, nystagmus and hypersensitivity to local anesthetic agents (8.33% each).
Advances in cataract surgery techniques have ushered in an era of regional ocular anaesthesia. Past evidence suggested absolute patient immobility with safety equivalent to local anaesthesia (LA) with general anaesthesia (GA). [2] However, with the advent of phacoemulsification, cataract surgery has become safer and faster, resulting in diminished need for absolute akinesia and anaesthesia. Complications like peri-operative myocardial ischemia, pneumothorax, hormonal, metabolic and haemodynamic instability associated with GA in elderly patients undergoing cataract surgery have been reported. [3] Consequently, GA as well as retrobulbar block have largely been replaced with other means of LA. [3] The prevalence of GA for cataract surgery over 10 year period was 11.42%; majority of which was used for paediatric cataract and that for adults it was 0.05% in our setting. Chen et al. [4] reported a 3.71% prevalence of
